Abstract
Introduction
Pneumoconiosis like silicosis is known to be complicated with lung cancer. The relative risk for pulmonary carcinoma among the workers who have been previously exposed to silica often exceeds 3.0 and is as high as 6.0 (1) . The severe fibrosis induced by silicosis makes it difficult to distinguish lung cancer from silicotic lesion roentgenographically as well as clinically (2) . Gastroscopy showed an esophageal ulcer on the top of a torus lesion the diameter of which was 2 cm (Fig. 1) . The surface of the ulcer was covered with a white coat. The distance from the incisor to the lesion was 28 cm. Chest CT in the mediastinal field showed a swollen subcarinal lymph node ( Fig. 2A ) which was larger than that shown in the previous CT performed about three months previously (Fig. 2B) . The esophageal torus lesion was thought to be caused by the pressure from the lymph node. CT in the lung F i g u r e 1 .
FDG-PET is useful to detect malignancy as a screening test and determine the staging of malignant disease. It is known that some benign lesions reveal an increased uptake in FDG-PET like tuberculosis, sarcoidosis, lung abcesses and so on (3). Reports of FDG-PET findings on pneumo

Ga s t r o s c o p y s h o we d a n e s o p h a g e a l u l c e r o n t h e t o p o f a t o r u s l e s i o n t h e d i a me t e r o f wh i c h wa s 2 c m. T h e s u rf a c e o f t h e u l c e r wa s c o v e r e d wi t h a wh i t e c o a t .
F i g u r e 2 . Ch e s t CT A a n d B : c h e s t CT i n t h e me d i a s t i n a l f i e l d s h o ws t h e s wo l l e n s u b c a r i n a l l y mp h n o d e ( A) , a n d i t wa s l a r g e r t h a n t h a t s h o wn i n t h e p r e v i o u s CT p e r f o r me d a b o u t t h r e e mo n t h s b e f o r e ( B ) . C a n d D: CT i n t h e l u n g f i e l d s h o ws d i f f u s e c e n t r i l o b u l a r s ma l l g r a n u l a r s h a do ws , r e t i c u l a r s h a d o ws i n t h e l e f t l o we r l o b e , d i f f u s e g r o u n d g r a s s o p a c i t y a n d i n c r e a s e d t h i c k n e s s o f t h e i n t e r l o b u l a r s e p t u m ( C a n d D) . A 3 c m ma s s -l i k e s h a d o w wa s a l s o s e e n i n t h e r i g h t u p p e r l o b e ( C) . (Fig. 3) (Fig. 4) .
A CT guided biopsy to the right nodular lesion showed destruction of normal lung tissue and hyperplasia of the collagen tissue which included crystal and coal dust (Fig. 5). Though we diagnosed the right nodular lesion as a progressive massive fibrosis (PMF) and thought malignancy was ruled out, we continued to observe the patient. CT performed about four months later showed no change in the lymph nodes. Gastroscopy performed about 4 months later revealed that the esophageal ulcer had healed.
F i g u r e 3 . F DG-P E T r e v e a l s a s i g n i f i c a n t l y i n c r e a s e d u pt a k e i n a n o d u l a r l e s i o n i n t h e r i g h t u p p e r l o b e a n d me d i a s t in a l l y mp h n o d e s . A s l i g h t l y i n c r e a s e d u p t a k e i s a l s o s h o wn i n t h e l e f t l o we r l u n g f i e l d .
F i g u r e 4 . Cy t o l o g y o f t h e n o d u l a r l e s i o n i n t h e r i g h t u p p e r l o b e s h o ws ma c r o p h a g e s h a v i n g e n g u l f e d c r y s t a l a n d c o a l d u s t ( P a p a n i c o l a o u s t a i n , × 4 0 0 ) .
F i g u r e 5 . CT g u i d e d b i o p s y t o t h e n o d u l a r l e s i o n s h o ws d es t r u c t i o n o f t h e n o r ma l l u n g t i s s u e a n d h y p e r p l a s i a o f t h e c o ll a g e n t i s s u e wh i c h i n c l u d e d c r y s t a l a n d c o a l d u s t ( HE s t a i n , × 2 0 0 ) .
Disucussion
At first we thought the pressure from the lymph node had caused the esophageal torus lesion and obstruction of the bloodstream had caused the ulcer. However, the ulcer had healed even though the pressure from the lymph node had not changed. We believe mechanical compression of the torus lesion easily occurred with swallowing food, and this caused the ulcer on top of the torous lesion. (5) .
The reported data on the PET appearance of pneumoconiosis have been limited. Alavi et al have described that pneumoconiosis with active fibrosis shows variable degrees of FDG uptake (5). They presented four cases of pneumoconiosis (three silicosis and one coal worker's pneumoconiosis). All of those cases had variable degrees of increased FDG uptake at the nodular lesions and mediastinal lymph nodes. Bandoh et al reported the utility of FDG-PET in the identification of malignancy in the pneumoconiosis setting (6). He presented a case of pneumoconiosis in which CT
